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Program Objectives

Improve outcomes and reduce risk factors related to diabetes,
hypertension, asthma, and behavioral health issues

Expand the primary care workforce

Increase the community health workforce

Increase community resources for health

Reduce preventable emergency department visits and hospitalizations

Reduce unnecessary costs in healthcare
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HEZ Strategic Domains to Support Successful
Chronic Disease Management

Provider Accessibility and Capacity dincentives for provider
recruitment/retention, new and expanded healthcare delivery sites,
co-located and integrated services

Community Supports for Self -Management 0 new and expanded
community resources and self-management supports, team-based
approach, addressing social determinants of health

Quality Care 0 health literacy, patient activation, cultural/linguistic
competency efforts for effective communication between patient and

provider



Provider Accessibility and Capacity

Recruited satellite OBGYN office plus six physicians through hiring incentives

Expanded access to pediatric care, including somatic and mental health, in school settings
Opened adult outpatient mental health clinic

Established dispatch/response team to help people in crisis with behavioral health issues

Provided income tax credits to providers practicing in Zone and accepting uninsured and
Medicaid patients; advocated for preceptor tax credit bill
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Community Supports for Self -Management

Obesity treatment program accessible to lowincome patients

Implemented school-based asthma management program

Federally Qualified Health Center (FQHC) hired Care Coordinator and

Community Support Specialists to ensure patients referred appropriately and assist
with navigating healthcare system

Established and integrated Community Health Worker Team to solidify reach into
homes and communities through various services (including telehealth component)




Community Supports for Self Management

Co-located mental health and
substance abuse peer recovery
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Quality Care

FQHC has EHR-based needs and health literacy assessment, works with patient to develop
patient-centered treatment plan, and mandates annual cultural competency training

Developed CHW workforce by providing core training and ongoing updates
CHW team implemented CLAS standards and promoted patient empowerment
Use of certified medical interpreters, language line, and Braille services
Ongoing staff training, such as SAMHSA trauma -informed care training

Workforce development efforts through use of incentives 0 providers required to obtain at
least 6 CME credits of cultural and linguistic competency training

T MAGEE HEALTH CENTER
CHOPTANK community health =——==—




el

Key Organizational Activities and Strategies

Collaborative effort among different
types of organizations

Shared values and goals

Coordination to address complex health
determinants

Coalition made up of 23 committed
leaders, community members, advisory
partners, etc. with different skill sets and
resources meets monthly to strategize




Associated Black Charities (ABC) Community health workers, integrate w/
healthcare system

Caroline County Health Department (CCHD) School based mental health services, adult
outpatient mental health therapy

Chesapeake Voyagers Inc. (CVI) Mental health peer recovery support services

Choptank Community Health System (CCHS) Care coordination, wrap -around services

Dorchester County School Based Wellness Center Somatic and behavioral health care, including

(DSBW) asthma management

DRI-Dock (DD) Substance use peer recovery support services,
drop-in center

Eastern Shore Area Health Education Center Working to establish CHW training institute,

(ESAHEC) provide training, advocacy for preceptor bill, mini -
residencies

Maryland Healthy Weighs (MHW) Weight loss (Phase I) and weight management
(Phase Il) obesity treatment program

Maryland State Medical Society (MedChi) Provider recruitment, HEZ marketing

Affiliated SanteGroup Eastern Shore Crisis Crisis response,resource help

Response(receives funding through BHA)



Participant Outcomes

HEZ Metrics Year 1 Year2 Year3 VYear4 Total

Total Number of Unduplicated

) 591 1,253 1,550 2,704 6,098
Patients

Total Number of Patient Visits 2,687 7,899 9,240 7,261 27,087



sSuccesses

84% of CHW participants advocated for their health needs during primary care visits
Through telehealth partnership, increased PCP follow -up among participants by 7%
87.3% of CHW participants with hypertension showed an improvement in baseline BP
FQHC and hospital system established ED Diversion Collaborative

121 patients completed >8 weeks of phase 1 obesity treatment, resulting in 13% average BMI
reduction 0 estimated $11,000 savings in annual medical care costs for each patient

Mobile Crisis Teamd0Os median response ti me aVvc¢
Total of 887 behavioral health dispatches diverted from hospitalization or incarceration

Residual benefits d continuing to address chronic disease burden through established
partnerships for other initiatives, enhanced community -clinical linkages, and leveraging of
resources



Participant Testimonials

ABC CHW Team o Melody

DSBW Asthma Management Program o0 D 6

- 8" grader

- Multiple asthma attacks, sometimes in
same week

- Missing school and not doing well

- Initial Peak Flow measurements <100
(Red Zone)

- After much teaching, new medication,
peak flows closer to 200

0Sheds my angel Sever al ti mes | 60ve thought abo

suicide because I 06m tired o being sick. Wi thou

Joyce, | donot know what | would have done. Sheo

me i n sSo many wayseéemoral support, gone to the do

with me, taken me to the grocery store because |
have anybody. o



